Dr. Parkes Weber: Is there any local pain associated with the attacks? Dr. Whittle: Tingling and numbness, the usual symptoms associated with Raynaud's phenomenon. Dr. F. Parkes Weber: I suppose that the degree of pain varies with the degree of the angiospastic part of this "syndrome' '-for, of course, it is a syndrome. Extreme pain I have seen only once, and that was in the case of a girl 12 months old (F. Parkes Weber, Brit. J. Child. Dis., 1923, 20, 25) .
I do not know which of the various types of Raynaud's syndrome has a special right to be termed Raynaud's disease. The Raynaud's syndrome often associated with sclerodactylia I regard as a most important constituent part of the sclerodactylia or acrosclerosis, whichever one likes to call it.
Dr. Whittle: I would refer Dr. Parkes Weber to John Hunt's paper. In his view the most important point about Raynaud's phenomenon is that it is not followed by permanent change in the part. It is a paroxysmal condition which is due to cold, and clears up as soon as the stimulus of cold is removed. On the question of angiospasm, there does not appear to be any here. As far as we know, the picture is made by the clumped red cells in the capillaries of the extremities where the blocking occurs.
Dr. Gatman: Work has been done on this type of Raynaud's syndrome by irrigating the conjunctival sac with ice-cold saline and only agglutinated red cells are to be seen in the small vessels. No angiospasm at all has been seen. Except for a little oozing in the small patches, which became septic, the eruption was dry. The scalp was covered by a crust and shortly afterwards most of the hair fell out. Irritation was minimal but malaise, fever and mental depression marked. After three weeks desquamation began and persisted for months. This was accompanied by areas of pigmentation. Apart from taking mepacrine in suppressive dosage for three months previously, he gave no relevant past history including other drugs or malaria. His diet appears to have been adequate. He continued to take mepacrine for three months after the onset of the dermatitis until he went home.
Recovery to the present state took place slowly over the next few months whilst in England, leaving the sequels which he now shows. In particular, recurrent soreness of the tongue began and has persisted.
He has widespread atrophic areas in the scalp, indistinguishable from pseudopelade. There are gross lichenoid changes in the mouth and tongue and some of the changes are suggestive of early leukoplakia. He has the remains of warty growths on the forehead which have recurred after destruction with cautery. On the whole body there are scattered areas of atrophic lichenoid changes with some scaling.
Comment.-This condition has been widely studied and has been reported from many different parts of the world. There is little doubt that it bears a close, but not fully defined, relation to mepacrine. The clinical features of the patient conform to the normal description of the condition. In particular, however, the leukoplakic changes in the tongue and the widespread atrophy in the scalp are apparently unusual. The continued administration of the mepacrine for three months after the onset of the dermatitis is to be noted. Dr. R. M. B. MacKenna: I have seen a certain number of these cases, and I consider that the case shown is a true example of the so-called tropical lichen planus. From the military point of view the case belongs to the older age-group of individuals at risk, and it seemed to me that there were mild atrophic changes in the skin of the lower legs; both of these points, which have not been made by previous speakers, are of minor importance but are consistent with the diagnosis.
Dr. Brian Russell: I saw a patient recently who, about nine months previously, had started taking mepacrine, 3 1 grammes in the first week and 07 g. in subsequent weeks, but with two periods of 17 g. a week interposed. About six months after starting to take the drug he developed lichenized patches, psoriasiform lesions, follicular hyperkeratoses, and a purulent condition of the scalp, with intense itching. The doses recommended for mepacrine are a maximum of 2 8 g. in the first week and Section of Dermatology 503 07 g. as a maintenance dose in subsequent weeks. This case supported the suggestion that mepacrine eruptions may be the result of high dosage and cumulative action, rather than of idiosyncrasy.
Mycosis Fungoides-Treated with Thorium X.-BERNARD GREEN, M.R.C.S., L.R.C.P. E. S., male, aged 56. of tumefaction, lichenification and many channels of normal-looking skin fairly sharply demarcated. In addition there is loss of hair from the usual areas on the body, together with patches of alopecia on the scalp. There are enlarged lymphatic glands in the inguinal region. The intensity of the rash and the irritation varies, quiescent periods alternating with periods of exacerbation. X-ray treatment had little effect. Thorium X 2,000 units in iso-propyl alcohol was painted on a small affected area of the skin. This was done once a week six times. This appears to clear the erythema for a time, the effect following the first application; the itching is completely relieved and continues in abeyance, even after some relapse of the erythema. After many weeks without treatment the scaly erythema and the itching return.
It was decided to try a course of intravenous injections of thorium X. 100 units in saline were given once a week twelve times. At first there was some relief of the irritation and some of the erythema diminished. However, I was reluctant to continue with this line of treatment although a differential blood-count taken before, during and after the treatment showed no abnormality.
It was then decided to treat him again with applications of. thorium X 2,000 units in iso-propyl alcohol, and this was done once a week twelve times on the whole of the left half of his back and on two square patches on the front of the trunk. The result was again very satisfactory. The erythema and the irritation disappeared and the skin returned to a normal appearance. It is four weeks since the last application and the two squares on the front of the trunk show no return of the erythema ( fig., 1) and the itching is completely relieved. On the half of the back painted there is a slight return of the erythema ( fig. 2 ), but the irritation still remains in abeyance.
